100%. Retrieval rates were less from undergraduate teaching hospitals than from other hospitals. The retrieval rate was lower from one region than from the other, independent of the proportion of patients treated at teaching hospitals.
-> / For deceased patients the retrieval of case notes varied with district of residence but no association was found with the region of residence, the year of death, or the teaching status of the hospital. Of 223 patients recorded as having had radiotherapy, 184 were deceased. Records were retrieved from 11 centres treating 216 patients. The overall response rate was 172/216 (80%), but response ranged from 50% to 100% for the individual centres. The retrieval rate was lower from one region than from the other, but retrieval of records was similar for surviving and deceased patients and did not vary by year of death, district of residence, or the teaching status of the hospital.
I 'ariables associated with retrieval ofhospital case notes and radiotherapy records ofsurviving and deceased tBest and worst retrieval rates among 11 centres.
Comment Our analysis shows that the factors influencing the retrieval of patients' case notes and radiotherapy records are to some extent systematic. Non-response bias has potential to influence the findings of audit through underrepresentation of deceased patients and patients treated at teaching hospitals. Variation in response rates among districts and hospitals may be an important confounding factor for studies designed to investigate the reasons for differences in outcome among hospitals or health districts.
The commonest reason for not obtaining the case notes of deceased patients was that these records had not been filed in systematic order. The variation in response rate among districts mainly reflected the adequacy of the filing system for patients' case notes at the district's hospitals. The The form of answers offered to the respondent in the questionnaires varies. The simplest form of response is "yes" or "no." The advantages of simplicitv of this format are, according to many survey analysts, outweighed by the fact that most respondents will give the favourable answer to any item about health care. This is a major problem given the overall need to maximise the variability of responses in any survey. Therefore most survey questionnaires now favour more than two alternative responses per question (for example, respondents select from four or five possible answers in a range from "very satisfied" through to "very dissatisfied"). The respondent is given a greater opportunity to express the precise nature of his or her view. Moreover, the reliability of items increases as the number of response alternatives increases. In practice the gain in precision or reliability of increasing the possible answers beyond seven is minimal, and generally five response categories are used.
More advanced questionnaires tend to be developed from more general principles of attitude measurement. In particular, several different items may be asked about one issue in the form of a Likert scale of items, each of which typically has five responses from "strongly agree" to "strongly disagree," which are given a numerical score (box). The summed score of all the items is taken to represent the person's underlying view or attitude. Again, psychometric analysis has shown that Likert summed scales are more reliable than individual items.' The second box shows an example of such a scale taken from a study of patient satisfaction among chronically ill patients. 9 The third item also illustrates a conventional wisdom of questionnaire design: that "response acquiescence"-the tendency to agree rather than to disagree -should be allowed for by some items with reversed wording and the scoring appropriately reversed. Statements of confidentiality require a simple explanation of how information is to be processed and analysed. Many surveys attempt to guarantee the neutrality of the person gathering the data by involving research institutes or academic groups, which are less closely identified with health care providers, in collecting and analysing the data, but this may not always be feasible. It would be reasonable to assume that the setting in which the respondents express their views would influence results, so that, for example, they were more frank in the privacy of their own homes. However, the one systematic analysis of the effect of setting failed to find any evidence to support such views.'
Analysis
Details about analysis are beyond the scope of this article, but one general point can be emphasised. Sensible analysis and interpretation of a survey of patient satisfaction will require at least two kinds of manipulation of variables, which means that a computer, and most probably a statistical package such as the statistical package for the social sciences (SPSS) or SAS will be highly desirable. These requirements obviously need to be anticipated from the outset. The two kinds of manipulation of variables that are almost inevitable are (a) corhbining single satisfaction items into summed scales and (b) subgroup analysis. The value of summed scales has been explained in the context of reliability. The need for subgroup analysis is a direct consequence of the effects that demographic, social, and other "background" variables may have on satisfaction. Suppose, for example, that a significant difference in satisfaction was found between two group practices, two wards, or two doctors. Before taking the result seriously as evidence that some aspect of the service was responsible for the difference, it would be essential to establish that it was not an artefact of other differences between the two groups of patients, such as in age or health status. This can be examined only by manipulating the data to "control" for possible confounding effects.
Subgroup analysis has another role in studies of patient satisfaction and, indeed, in survey analysis more generally. Important relations may emerge only from such analysis. To take two simple examples, in a randomised trial of fee for service care compared with enrolment into a health maintenance organisation differences in satisfaction between the two groups of patients were clearest among those with higher incomes but poorer health status. '4 In a study of satisfaction with primary care among elderly people satisfaction was related to whether the doctor showed personal interest in the patient only among those of poorer health status. '5 The survey makes its greatest contribution to knowledge when relations between variables are clarified and "specified" in this way, and methods of doing this have been clearly described.'6 By going beyond the basic reporting of proportions ofindividuals satisfied with this or that aspect of care, investigators contribute not only to a more accurate understanding of the specific topic covered in the survey but also to the broader questions of how patients respond to and evaluate their health care.
BMJ VOLUME 302 The largest proportion of inquiries were from audit assistants and coordinators (243 of 643, 37-8%). Doctors were the next largest group, with 176 inquiries (27-4%). A wide range of inquirers from other clinical professions and NHS administration used the service, together with librarians, researchers, voluntary agencies, and applicants for medical audit posts.
The information collected by the service is entered into the DHSS Data database. In March 41 items were entered. Of these, only two were project details. The service is planning a greater emphasis on finding current project activity to remedy this deficiency. Also, it would be grateful for help from clinicians who can give details of their work.
Criteria for medical audit-The Medical Audit Programme at the King's Fund is collecting samples of sets of criteria which have been successfully used for audit. These will be recorded on a database and copied, with the originators' permission, for others wishing to do similar audit. Examples to Patricia Kent, Manager, Medical Audit Programme, King's Fund Centre, 126 Albert Street, London NW1 7NF.
Items for possible inclusion in the news and intformation section to the programme manager, Medical Audit Programme, King's Fund Centre, 126 Albert Street, London NWI 7NF (tel 071 267 6111; fax 071267 6108).
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